Brief medical background
JD was a 42-year-old male from Cavite, the Philippines who was referred to the Research Institute for Tropical Medicine (RITM) for further management of progressive dyspnea secondary to pulmonary tuberculosis (PTB). As part of the Family and Community Medicine Residency Training Program in our institution, I underwent a rotation at the RITM, where I first met JD on 21 April 2002.
JD was previously diagnosed to have, and treated for PTB, in September 2001. Symptoms resolved during the 6-month treatment period, only to recur 2 weeks after termination of treatment despite good compliance. He developed cough paroxysms with anorexia, fever, and progressive dyspnea 2 weeks prior to this admission.
Personal/social history revealed that JD worked as an overseas Filipino worker (OFW) in Saudi Arabia (1981) (1982) (1983) (1984) and in East Africa (1991) (1992) (1993) (1994) . He revealed for the first time to a medical personnel that he was screened to have a positive HIV antibody test in 1995 while trying to renew his OFW contract. JD refused further medical consults.
Upon admission, JD was in mild respiratory distress, with rales on both lung fields. Supportive management was instituted. Further work-up was done to exclude other possible opportunistic infections and for HIV confirmatory testing which was subsequently confirmed positive. He was managed as a case of recurrent PTB; HIV infection category C (or AIDS); and Pneumocystis carinii pneumonia. Recurrent PTB was given as assessment due to the recurrence of the PTB symptoms (cough paroxysms, anorexia, weight loss, fever, night sweats and chills) after completion of the 6-month treatment for PTB with symptom resolution. An assessment of HIV infection category C was given on the basis of a positive HIV confirmatory test and having AIDS indicator conditions (i.e., PTB and Pneumocystis carinii pneumonia,Tables 1,2).
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He was given the appropriate antibiotics. The family was worked-up for PTB. The youngest daughter was screened positive for PTB and appropriate therapy was initiated. JD's wife, ND, was screened negative for HIV, but repeat screening after 6 months was advised.
Brief psychosocial background
JD was married and had two daughters (ages 21 and 17). He was the head of the family and the main decision-maker (Fig. 1) . He used to be the breadwinner, took blue collar type jobs, before he became ill in 2002. ND then assumed the breadwinner role. Functional relationships existed among the family members. While in East Africa, JD felt lonely and depressed because his employers maltreated him, and denied him the right to return home. It was there that he began to have multiple unprotected sexual contacts with promiscuous female partners.
After learning that he was HIV positive, he never sought medical consult for fear of rejection. He was asymptomatic during that time. He felt lonely and isolated with his illness. Although he no longer had extramarital affairs upon returning home, he resumed his sexual relationship with ND. For 6 years, he kept his infidelity and HIV status a secret from his family. It was only when the medical problems arose that he revealed it to ND. ND felt betrayed but she tried her best to understand and forgive JD. The couple decided to keep it a secret from their children, fearing that the children might reject him. JD preferred to disclose the secret to his children when he was already dying.
The Biopsychosocial approach was used, with the help of the tools for family assessment, in analyzing and managing this case which involved a family with an OFW afflicted with HIV/AIDS.
Biopsychosocial analysis
The Biopsychosocial approach analyzes the interrelationship of molecular changes, organic pathology, psychological conflicts, family issues, community determinants, and global factors as they are affected by a certain disease entity.
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The HIV infection produces a spectrum of disease that progress from a clinically asymptomatic state to AIDS as a late manifestation. The virus attacks CD4 + lymphocytes which play a central role in immune response. The killing of many CD4 + lymphocytes leads to progressive decline in immunity.
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As of the end of 2001, an estimated 40 million people worldwide were living with HIV/AIDS. 4 Understanding HIV/AIDS also requires knowledge about migration. Migration and certain human behaviors are important factors in disease emergence. The AIDS virus started as an isolated infectious disease in rural Africa. Migrants to and from rural Africa came in contact with individuals infected with HIV through unprotected sex, spreading the virus to a more global atmosphere. www.blackwellpublishing.com/journals/afm As of 1998, nearly 7 million OFW were working and living in more than 180 countries worldwide. 5 Approximately 2293 OFW leave daily. 5 The Philippine Overseas Employment Administration has reported a total of 636 024 deployed OFW from January to August 2002. 6 Associated with migration is the adjustment to the environment and culture of the host country. Without their significant others in a foreign land, OFW tend to become home sick. To forget this feeling of loneliness, many of them engage themselves in (unprotected) sexual activities with foreigners or fellow Filipinos abroad. 5 When they return to the Philippines, they then resume their sexual relationship with their spouses. Thus, HIV/AIDS is spread in the Philippines.
Overseas Filipino workers learn about their HIV status, usually, during the annual physical exam or renewal of their OFW contract. 5 More often than not, they are asymptomatic. Once the OFW learns that he/ she has HIV, fear develops because of the possible rejection from the host country, employer, his/her community, and/or his/her own family. This stigma associated with AIDS prevents infected individuals from coming out for help. 7 JD was a former OFW who worked in East Africa, where he began to engage in multiple unprotected sexual contacts with foreign prostitutes brought about by his loneliness. Most probably, he acquired the virus during that time. After learning that he had HIV, he kept it a secret from ND for several years (until his immunity progressively declined). He developed a sense of loneliness and guilt. He resumed his sexual relationship with ND. After telling ND about his illness, the issue of possible rejection shifted to his children.
It appeared that the HIV not only decreased JD's CD4 + lymphocyte count or immune response, but it also depleted his self esteem.
Analysis of the tools for family assessment
The tools for family assessment (Table 3 ) enabled us to identify the problems/issues, as well as plausible solutions. 8 Aside from the medical problems mentioned above, other identified problems were disclosure of illness to children; guilt and mistrust; and feelings of loneliness.
The family lifeline revealed that JD disclosed his extramarital affairs abroad and medical condition to ND 6 years later after learning that he was HIV positive. He never disclosed to ND his extramarital affair with another Filipina, who allegedly bore him a daughter (Fig. 1) . JD had a tendency to keep secrets which he perceived to be potentially disruptive of his family's stability. The family economic, medical, cultural resources revealed the family's unstable finances, inaccessibility of medicines and medical services in JD's own community, and the possible rejection due to the shame attached with AIDS. These factors contributed to further hindrance to disclosure in order to avoid adding problems to the children.
This family was in the launching family stage of the family life cycle (Table 4) . Marital and parental issues inherent in this stage include adjustment with the disability of a family member, sexual relationship with spouse, career stagnation, early retirement, and conflicting issues with children. 9 These factors not only contributed to a possible delay in disclosure to the children, but these also affected the marital relationship as evidenced by both, the guilt and loneliness of JD brought about by his illness, and ND's feelings of mistrust/betrayal upon learning of JD's infidelity and illness. 10 JD's perception that his children had a tendency to bear grudges added difficulty with the disclosure issue.
The tools for family assessment also revealed strengths of the family which aided in the counseling References process, leading to the resolution of the above psychosocial issues. Through the process of counseling, with the help of the tools for family assessment, these strengths were identified/realized by JD and ND (Table 5) . 11, 12 The family APGAR (adaptation, partnership, growth, affection, resolve) used to screen for family dysfunction and measure the individual's level of satisfaction about family relationships, revealed a highly functional family. Their family map also revealed clear and negotiable boundaries between generations (Fig. 1) . The family social resources revealed the existing smooth interpersonal relationship of their family with extended families and friends/neighbors in their community. Religion, as a family resource, was adequate to give them hope and strength to overcome problems. Adequate education of family members suggested the possibility of an easy facilitation of the family's understanding of the HIV/AIDS issue. 13 Since the couple was only started on HIV/AIDS education during that time, they were still trying to adjust to this condition. Disclosure to the children was temporarily deferred during that time. 7 Five months later, news came that JD passed away.
The family was uncertain about the cause of his death but they were certain that he died peacefully. According to ND, several weeks before JD died, the couple contemplated on what transpired during our counseling sessions. Recalling their family's strengths, they finally decided to disclose his illness to their children before it became too late. The children had forgiven and accepted their father, despite his shortcomings and his illness. JD felt relieved of emotional burden during his last days. Acceptance of his death was not difficult for his family.
Conclusion
A family physician's management extends beyond the boundaries of his/her clinical expertise. As family physicians, we can help HIV/AIDS patients out from the darkness of the stigma and go deeper into the implication of this virus to the patient's family and community. The rise of viral load/burden may be beyond medical control, but we can ease or lighten up their psychosocial burden, which, from the patients' viewpoint, would give a sense of great relief. 
